Background: A 'healthy village' concept as a healthy setting approach is lacking in India, where approximately 70% of population lives in villages. Despite various village development programs, the quality of life in Indian villages continues to be poor.
INTRODUCTION
Starting in 1986, Healthy Cities Programmes were launched in developed countries and later spread to developing nations. Today, more than 1,000 cities worldwide are part of the Healthy Cities network in all WHO regions. 1-3 Similar principles have been applied to rural settings in the form of healthy village Programs in all six WHO regions. 4 Government of India has made various efforts for rural development and poverty alleviation through various programs. 5 Still, the quality of life in Indian villages continues to be poor. The concepts of healthy cities and healthy villages are lacking in India. In this context, the present study was carried out with an objective to evaluate the some villages in Haryana, North India as healthy villages.
MATERIALS AND METHODS
This cross-sectional evaluation of villages was done during January to April 2010 in district Ambala, Haryana. A sub FHQWHU ZDV SXUSRVLYHO\ VHOHFWHG DV WKLV ZDV ¿HOG SUDFWLFH area of authors. All seven villages under a chosen sub center were evaluated.
After having extensive literature review available RQ KHDOWK\ YLOODJH FRQFHSW JOREDOO\ D FKHFNOLVW ZDV ¿UVW prepared to develop healthy village indicators with the help of logical framework analysis. 6 Sixteen domains for healthy YLOODJH ZHUH ¿QDOL]HG DIWHU KDYLQJ FRQVHQVXV DQG IDFH YDOLGLW\ )RU HDFK GRPDLQ QXPEHU RI REMHFWLYHO\ YHUL¿DEOH LQGLFDWRUV 29, DQG WKHLU PHDQV RI YHUL¿FDWLRQ 029 ZHUH HYROYHG 7KHVH ZHUH ¿UVW SLORW WHVWHG LQ D UDQGRPO\ VHOHFWHG YLOODJH IURP QRQVWXG\ DUHD WR VWDQGDUGL]H WKH FKHFNOLVW Each positive response for every indicator was given a score. Responses to particular indicator were either nominal (yes or no) or ordinal (graded which were scored according to JUDGHV 0D[LPXP DWWDLQDEOH VFRUH ZDV 7DEOH Interviews were conducted by authors themselves (one DXWKRU ZDV 0' &RPPXQLW\ 0HGLFLQH DQG DQRWKHU ZDV GRLQJ 0' &RPPXQLW\ 0HGLFLQH 7KH LQWHUYLHZ VFKHGXOH ZDV SUHSDUHG ¿UVWO\ DIWHU FRQVXOWDWLRQ ZLWK VWDNHKROGHUV After that, total 24 interviews were conducted: village headmen of all study villages (n = 7), all health workers of study villages, i.e. multipurpose health workers (n = 2), auxiliary nurse midwife (n = 1), accredited social health activists (n = 7) and anganwadi workers of study villages (n = 7) with the help of checklist to ensure that all indicators were covered. Consent of the respondents was taken for interview. Interviews were conversational in nature and centered on their viewpoints on village environmental, social and health conditions. Village health and nutrition days, meetings of Sakshar Mahila Samooh, visit to anganwadis ZHUH XWLOL]HG WR LQWHUDFW ZLWK WKHVH SHUVRQQHO 5HFRUG checking and on the spot observations were also done to YHULI\ WKH LQIRUPDWLRQ FROOHFWHG &RQ¿GHQWLDOLW\ RI GDWD was ensured.
These villages were compared on the basis of scores obtained for healthy village. Simple descriptive statistics (percentage) were used in describing characteristics of study variables in relation to healthy village.
Results (Villages are named as V 1 -V 7 to Conceal Identity)
The sub center head quarter (V 1 ), scored maximum among seven villages (90/130; 69.2%) while a small village (V 3 ), scored the lowest (49/130; 37.7%) ( Table 1) .
Community Organization and Community Consultation
'Gram sabha' (village level panchayat) were actively involved in village development in all studied villages. There were many committees in study villages viz village level core FRPPLWWHH VFKRRO FRPPLWWHH 0DQGLU FRPPLWWHH YLOODJH level health and sanitation committee. However, roles of the members were not FOHDUO\ GH¿QHG )HPDOH SDUWLFLSDWLRQ in committees anG GHFLVLRQ PDNLQJ ZDV OLPLWHG 0D[LPXP numbers of these committees (three) were in V 1 followed by V 4 and V 7 (two each). These were actively involved in implementing the new government schemes in villages. V 1 VFRUHG PD[LPXP IRU µFRPPXQLW\ RUJDQL]DWLRQ DQG community consultation'.
Women Empowerment and Development
6DNVKDU 0DKLOD 6DPRRK 606 OLWHUDWH ZRPHQ JURXS ZHUH actively working in all seven villages. In addition, there ZHUH 0DKLOD 0DQGDOV ZRPHQ ¶V JURXSV LQ YLOODJHV 9 2 and V 5 . There was equal representation of women in panchayat RI DOO YLOODJHV 0RVW RI WKH JLUOV ! LQ DOO YLOODJHV were enrolled in schools. Women from all studied villages had access to healthcare services. Sewing machines were provided to women under governmental scheme of women welfare. Even bicycles were given to females so that they could go to schools for higher classes in neighboring villages. There were craft centers in two villages (V 2 and V 5 ). A JRYHUQPHQW VFKHPH EDVHG ¿QDQFLDO VXSSRUW ZDV SURYLGHG to women of V 1 to produce and sell (at cheap price) sanitary napkins. V 2 and V 5 scored maximum (each 6/7) for 'women empowerment and development'.
Health and Disease
V 1 had a sub center and V 4 had a government ayurvedic dispensary, catering to primary healthcare needs of these two and other nearby villages. Primary health center is at a distance of about 13 km and civil hospital at distance of about 16 km from V 1 . 'HOLvery hut at V 1 was functioning 
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well. Free ambulance service was also available to transport pregnant women for referral. Health camps were also held in preceding years in study villages except for V 3 and V 7 . +HDOWK ZRUNHUV YLVLWHG WKHLU ¿HOG DUHD UHJXODUO\ There was no report of any disease outbreak in study villages during preceding year. There was no community involvement in direct health related issues in any of the study villages. However, efforts were made by local committees and health workers in raising awareness regarding health, nutrition and sanitation in V 1 , V 4-7 . Tobacco products (bidi, ]DUGD NKDLQL and cigarette) were available at shops in study villages V 1 , V 3-7 but in V 2 , none of shop sold any tobacco product. There was no liquor shop in or around these villages. V 1 scored maximum for indicators: 'health and disease' (8/12); and for 'raising local awareness regarding health, nutrition and sanitation' (5/5).
Infrastructure and Basic Life Amenities
V 2 , V 6-7 had maximum number of houses with masonry construction (pucca) while rest of study villages had many semi-pucca houses. Very few houses (less than 5%) were NDFKFKD LQ WKHVHV YLOODJHV 0RUH WKDQ RI KRXVHV LQ DOO study villages had electricity connection. But, its supply was erratic, i.e. less than 3 hours supply in a day in V 3 , between 3 and 6 hours in a day in V 4 and for 6 hours or more in a day in remaining study villages. Similar was the situation with piped water supply to houses. There were hand pumps with concrete platform and drainage in all villages, as an alternate source of water. Water tanks had also been provided to villagers under 'Indira Gandhi Peyjal Yojna' (drinking water scheme). Wells have been closed down in villages except V 7 . Between 50 and 75% houses in four study villages (V 2 , V 4 , V 6-7 ); between 25 and 50% houses in V 1 and less than 25% houses in V 3 and V 5 had improved sanitation facility. There was no sewerage system in any of study villages. Except V 3 and V 5 , in rest of villages, villagers had constructed their personal septic tanks for excreta disposal. None of the village had any community latrine. There were common waste collection sites at outskirts of villages. V 7 scored maximum (21/28) for 'infrastructure and basic life amenities'.
Environment
While work of paving of inner streets was going on in V 1 and V 2 , all villages had paved inner streets with brick lay work. There was no or negligible litter on inner streets in four villages (V 1 , V 4-6 ). There was no water logging in streets of three villages namely V 1-2 , V 7 . In remaining villages, water logging was told as a common feature during rainy season. Authors themselves experienced this in V 4 . There were no open drains in any of study village but waste water discharge from houses got collected on street alongside boundary walls of these houses. Ponds were present at outskirt of every village. There were no street light in any of study village. The animal shelters were situated at appropriate distance (10 meters) from human dwellings and were kept reasonably clean. The stone crushers, brick kilns, factories or poultry farms were not located in or around any of these villages. V 1 scored maximum (4/7) for a clean 'environment'.
Transportation and Communication
All study villages had access to and connected by all-weather roads. Bus service was also available but it was not frequent. None of the village had rail connectivity.
Every household had mobile phone connectivity LQ DOO VWXG\ YLOODJHV 0RUH WKDQ KRXVHV KDG FDEOH TV connections/dish TV in study villages except in V 2 (50-75% houses). Radio was available only in few houses in V 1-2 . Internet connection was available in V 1 and V 4 . V 1 scored maximum (16/18) for transportation and communication indicators.
Education and Literacy
Each study village had a school (high school in V 4 ; middle school in V 1 , V 5-7 and primary school in V 2-3 ). The school infrastructure was adequate in study villages except in V 1 and V 4 . Edusat was installed in all schools but was nonfunctional. Exact data about adult literacy program outputs was not available. Three villages, i.e. V 5-7 scored maximum (each 5/8) for 'education and literacy'.
Income Generating Schemes, Youth Activities, Intersectoral Coordination
V 1 had maximum number (four) of income generating schemes/projects implemented from time to time during preceding year followed by V 2 (three). There was no SURYLVLRQ RI LQWHUHVW IUHH ORDQV %HQH¿FLDULHV ZHUH QRW involved in planning of village development work. There was no periodic audit of related funds received from government except for three villages (V 1 , V 5 and V 7 ).
None of the villages had any formal sports facility except V 2 1RQH RI WKH YLOODJH RUJDQL]HG DQ\ FXOWXUDO event involving local youth. V 5 had minimum number of unemployed youth (<25%) followed by V 1 and V 7 (25-50%); and V 4 (50-75%) whereas villages V 2-3 and V 6 had maximum number of unemployed yoXWK ! Alternative sources of energy, i.e. solar cooker, solar ODQWHUQ ELRJDV SODQW ZHUH XWLOL]HG E\ YLOODJHUV LQ DOO YLOODJHV Sub center at V 1 had a solar heater. V 1 scored maximum for indicators 'income generating schemes and employment opportunities' (6/8) and 'youth activities' (4/8). V 6 scored maximum for 'projects/initiatives' (5/6). None of the study villages showed any evidence of optimum intersectoral coordination.
Historical and Cultural Heritage
None of the study village had any historical monument or cultural heritage. Very few cultural events were formally RUJDQL]HG GXULQJ SUHFHGLQJ \HDU LQ YLOODJHV E\ /RN 0DQFK (public forum). Three villages, i.e. V 2, V 4 and V 6 scored maximum (2/4) for 'historical and cultural heritage'.
Availability of Basic Statistics
The basic statistics were available for all villages (Table 2) . These records were maintained and updated by health workers during periodic surveys. All villages scored equally (2/2) for 'availability of basic statistics'.
DISCUSSION
A village or rural community can be considered healthy when rates of infectious diseases are low, when community members have access to basic services and health care that meets their needs, and when the community lives in a state of reasonable harmony. 7 Adoption of healthy village approach has been demonstrated to be successful in many countries viz Syrian $UDE 5HSXEOLF ,UDQ 7DLZDQ 0DODZL 0DOD\VLD 9LHWQDP %KXWDQ DQG 0RURFFR 6,8-11 However, people do not wait for external support for such development. There are documented instances of efforts and initiatives at local level in different parts of country. For example, a village in Punjab has been transformed with efforts of local people (without any government funding) to lay an underground sewerage system, install a separate rainwater drainage system and constructing a biogas plant. 12 Even roads and bridges have been built by people in many villages of India themselves. $ YLOODJH LQ 0HJKDOD\D KDV earned the reputation for being arguably the cleanest and best educated in India. 13 Similar example is avaiable from the healthy village program by 6DQPD DQ LQWHUQDWLRQDO RUJDQL]DWLRQ LQ ,QGLD 14 Healthy village approach has to be nurtured by FRPPXQLW\ SDUWLFLSDWLRQ VRPHWKLQJ WKDW PD\ EH GLI¿FXOW WR sustain exclusively by external support. In the present study, the local village level committees were active in maintenance and operation of water supply and sanitation, construction of inner streets and for operation of funds received from central/state government.
8VH RI WREDFFR SURGXFWV ELGL ]DUGD NKDLQL DQG FLJDUHWWH ZDV FRPPRQ LQ RXU VWXG\ YLOODJHV 1R VSHFL¿F efforts were made by any agency to make village environment free of smoking. ,Q 0DOD\VLD D VWUDWHJ\ RI LPSRVLQJ D ¿QH RQ VPRNLQJ DQG SRVWLQJ DSSURSULDWH VLJQDJH 'no smoking' inside the village; and constructing specially designated open air 'smoking huts' outside the village had successfully banned smoking inside villages. 11 Villages in India are ranked poorly as far as cleanliness of streets is concerned. In present study, the village streets were found to be reasonably clean. It could be due to fact that none of the village had kachcha (unpaved) streets.
Rural road connectivity is a key component of rural development by promoting access to economic and social services. Telecom connectivity constitutes an important SDUW RI WKH HIIRUW WR XSJUDGH WKH UXUDO LQIUDVWUXFWXUH 0RELOH phones have brought revolution in communication even in remote villages. This was evident in study villages also. All study villages had good road connectivity, though frequency of bus service was poor.
/LWHUDF\ LV DOVR PDMRU IRFXV DUHD RI KHDOWK\ YLOODJH concept. Education facilities, up to high school, were DYDLODEOH LQ VWXG\ YLOODJHV 0RUH LPSRUWDQWO\ JLUOV KDG HTXDO access to education in the schools. Access to basic health services was also reasonably good in study villages.
Facilities for youth to gain and enhance their skills were lacking in study villages. Various income generating schemes are implemented from time to time. Some of this was visible in study area. FoU H[DPSOH ¿QDQFLDO VXSSRUW ZDV JPMER provided by state government to produce and sell sanitary napkins. However, there was lack of optimum intersectoral coordination. Updated vital events and other statistics were available for all study villages. These help in planning health interventions by priorLWL]LQJ WKH SUREOHPV DV ZHOO DV LQ evaluating the impact of intervention.
Apparently, populatiRQ VL]H RI D YLOODJH ZDV OLQNHG ZLWK its being a 'healthy village'. V 1 , the sub center head quarter, scored maximum among seven villages. None of the village had an excellent score. Overall, an average rating can be assigned to these villages as 'healthy village'.
The healthy village programs are being carried out all over the world. These have led to various positive outcomes, e.g. improvement in water supply, sanitation, improvement in health of villagers, creating employment opportunities, social and cultural development, etc. But, this concept is still lacking in India. In such a scenario health cannot be cultivated. Authors tried to give objectivity to status of villages as 'healthy village' by using a scoring system. This scoring system could be used as baseline information (i) to evaluate the impact of government's policy and programs on healthy village in future, and (ii) for comparison with villages in other part of country. But, only VXFK TXDQWL¿FDWLRQ DQG documentation of indicators is noW VXI¿FLHQW There is need for central government to work with state and local governments to adopt villages that are open to change as healthy village in every aspect viz basic infrastructure, health system, cultural, etc.
